MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH - B63-049407

OEPARTMENT OF PUBLIC HEALTH AND NEISTB

. . -.-1.241 : STATE FILE NUMBER -
DO NOT WRITE AMENDED Registration District No. ___ "R % ________ Primary Regirtration Distr] e _Registrer's Nao. e /S _
ON THiS STUB — — —
Hﬁw 2. USUAL RESIDENCE (Where decessed lived. H institution: Residence before

VS 300 a. COUNTY a. STATE b, COQUNTY 5 adminsion)
Rev. 4759 i _ - St, Louis
- b. CéTRY (If outside corporate limits, give TOWNSHIP only} Length of stay in 1b . CITY - Inside Limits
N OR
wown  St, Louis S days own  Olivette YeXO Ne O
€. :{%;P“;AATEOCRJF {1f NOT in hospital, give location) Inside Limlts d. A%%EREE];S (If cutside, give locatian) Reside on Farm

wstiution  Jewlish Hosp. Yer [% No[] 8909 Iroquois Yos 1 No X

3. NAME OF DECEASED First Middle 4, DA'IE Year

(Type ar print
) DA FARER o Dec. 16, 1963
5. SEX 6. COLOR OR RACE 7. Mmarriedd] Never Married [] [B. DATE OF BIPE} 9. AGE {last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
Female Cauc - widowed [ Divorced [] 10/10/1 56 Menths | Days I Hours Min.
10a. USUAL OCCUPATION {Give kind of wark done | 10b. KIND OF BUSINESS QR INDUSTRY| 11. BIRTHPLACE (CIN and sfa’e or couwntty) | 12. CITIZEN OF WHAT COUNTRY
duri i e, if retired
uring MG R ety e, cven I retired) St. Louis, Mo Usa
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND QR WIFE

Harry Silk Beckie Muchnick Abe

15. WAS DECEASED EVER N U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. | 17. INFORMANT - Address

(Yes, na, onknuwnJ {If yes, give war or dates of service)
0 None Abe Farer 8909 Iroquois

18. CAUSE OF DEATH (Enter only one causs per line {or (4l (B), and (c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED B QONSET AND DEATH

IMMEDIATE CAUSE (a) Qilf-m esc i amh © Heou M ae nag L& Y,
Conditions, if any, DUE TO (k) g*-u‘f O cen daat ‘L Lewn -

wbl':ch gave rite to
sbhove cause [a).

stating the under- %M '0
lying uuse last, DUE TO (c)

PART 11, GiHE! SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nol related to the rerminal PART (Il. It deceased war  female was
diseass condition given in PART | [a) there a pregnancy in last 90 days,

' I O Yer I E No | O Unknown
19. WAS AUTOP&(W:. ACCIDENT  SUICIDE HO.MI13CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Emter nature of iniury in PART ! or RT Il*of item 18.)
m] (]

-

1

%/03.3

DATE AMENDED

=
z
w
=
3
O
Q
a

PERFORMED

YES[] NQ

20c. TIME OF  Hbu Momh, Day, Year |
INJURY a-m,
p.m,

20d. INJURY OCCURRED 20e. PLACE OF INJURY [0.g-, in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [J farm, factery, street, office bldg., erc)

NOT WHILE AT WORK (O , .
L~ AT $red il iE
21. | aftended the deceased from 4 C to Ao e ¢ ! ’;'nnd last sawrpi ralive on 1'/ (7
Death occurred ar. g A m on the date stated above, and to the best of my knowledge, from the causes stated.

22a. SIGNATURE [Degres or titla) 22b. ADDRESS 22c. DATE SIGNED
L],\_,_u fer b o, D Goy Mo rad ey e 6/¢n

Z3s. BURIAL, CREMATION, | 23b. DATE nc. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (Cily, fawn, of county]’ (Stare}
REMOVAL (Specify) -

' | Chesed She

24, FUNERAL DIRECTOR ADURESS 25, DATE RECD. BY LOCAL REG.

Berger Memorial 4715 McPherson DE.C 16 1863

{Licensed Embalmer'a Statement on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




‘S'I'ATEMEN'I' BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of.this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

‘ Licensed Embalmer NO.M_Z_

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.

.\.




